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Fortunately, children are at low risk for the morbidities and mortalities associated with COVID‐19 (CDC COVID‐19 Response Team, [2020](#wmh3365-bib-0012){ref-type="ref"}; Dong et al., [2020](#wmh3365-bib-0016){ref-type="ref"}). There are exceptions, however, and there is evidence that a rare multisystemic inflammatory syndrome in children (MIS‐C) may be related to COVID‐19 (Belhadjer et al., [2020](#wmh3365-bib-0004){ref-type="ref"}). Moreover, even though most children do not seem to have symptoms (Cruz & Zeichner, [2020](#wmh3365-bib-0014){ref-type="ref"}), they do contract the virus and thus serve as vectors, spreading it throughout the community to individuals who are at higher risk for serious health outcomes, hospitalization, and death. It is especially difficult (some would say impossible) getting young children to practice appropriate hygiene related to hand washing, coughing, and face touching. This challenge combined with the impracticality of social distancing practices due to limited classroom space, congregate lunch practices, and frequent and varied interactions among groups of students makes schools particularly conducive environments for spreading disease during a pandemic, affecting not just students but teachers, custodians, food service workers, and other building staff (Carroll, [2020](#wmh3365-bib-0006){ref-type="ref"}). For these reasons, schools began to close their doors in March 2020 to reduce the spread of the virus within communities.

With very little advanced notice, school districts informed families that their children would be home for multiple weeks; in some cases, through the end of the academic year. As of April 17, 2020, 43 states; Washington, DC; and the U.S. territories (American Samoa, Guam, Northern Marianas, Puerto Rico, and U.S. Virgin Islands) ordered school closures; closures were recommended in the remaining seven states (Education Week, [2020](#wmh3365-bib-0017){ref-type="ref"}). In some cases, such as California, mandatory quarantine effectively made the state\'s recommended school closure compulsory as well. Prolonged school closures impact over 55 million children, attending no less than 124,000 public and private schools in the United States (Education Week, [2020](#wmh3365-bib-0017){ref-type="ref"}).

Few would argue that school closures are an important and necessary policy action in fighting COVID‐19. Indeed, evidence from past epidemics suggests that closing schools can have a significant effect on reducing infection rates and flattening the curve (Ferguson et al., [2006](#wmh3365-bib-0019){ref-type="ref"}). However, prolonged school closures are one of the most disruptive forces in the COVID‐19 era. School closures have upended life for children and families, and they left educators forced to determine quickly how to remotely educate students in an equitable manner (Bohl, [2020](#wmh3365-bib-0005){ref-type="ref"}; Collins, [2020](#wmh3365-bib-0008){ref-type="ref"}; Robles, [2020](#wmh3365-bib-0037){ref-type="ref"}; Schwartz, [2020](#wmh3365-bib-0041){ref-type="ref"}).

The primary mission of schools is to educate children to prepare them to become responsible and productive members of society. There is significant fear about major regression of students' academic skills stemming from COVID‐19 school closures (Sparks, [2020](#wmh3365-bib-0042){ref-type="ref"}). However, schools are also an essential source of health and mental health services and supports, which are a protective factor for students' social, emotional, and physical well‐being (National Academies of Sciences, Engineering, and Medicine, [2019](#wmh3365-bib-0030){ref-type="ref"}). The focus of this article is on the nonacademic supports that schools provide and the physical and emotional toll resulting from the withdrawal of nonacademic supports that students had previously relied on. The COVID‐19 pandemic is shining a spotlight on how important schools are for meeting children\'s nonacademic needs. We argue that when students return to school, there will be a more acute and wider‐spread need for school‐based nonacademic services and supports. Further, we expect that COVID‐19 will serve as a focusing event opening a window of opportunity for programmatic and policy change (Kingdon, [2010](#wmh3365-bib-0026){ref-type="ref"}) that improves the provision of nonacademic school‐based services and supports in the future.

The Role of Schools in Children\'s Well‐Being {#wmh3365-sec-0020}
=============================================

Students face a range of health issues and barriers to learning, not least of which include limited access to health care to address such issues as asthma, vision, dental, and hearing problems; untreated mental health and behavioral problems; physical inactivity and obesity; persistent hunger and poor nutrition; and homelessness and abuse and neglect (Gracy et al., [2014](#wmh3365-bib-0021){ref-type="ref"}; Gracy, Fabian, Roncaglione, Savage, & Redlener, [2017](#wmh3365-bib-0020){ref-type="ref"}). These challenges pose considerable nonacademic barriers to learning, especially among Blacks, Hispanics, Native Americans, and economically disadvantaged groups where they are more prevalent. Schools provide a range of services to mitigate the impact of these health issues and barriers to learning.

In the area of access to health care, children face a range of financial, transportation, time, and provider supply barriers to accessing high‐quality, coordinated care when needed. In 2018, 5.2 percent of children under age 18 years lacked health insurance coverage and 4.3 percent did not have a usual source of care; in 2017, 7.4 percent did not visit a physician, emergency department, or other provider (National Center for Health Statistics, [2019](#wmh3365-bib-0034){ref-type="ref"}, n.d.). Schools help to facilitate student access to the health‐care system. School nurses provide basic health care to children around the country, administering medications, conducting screening and education, addressing acute conditions, and helping to manage chronic ailments such as asthma and diabetes. Coverage varies, however, with a 2018 survey indicating that nearly 20 percent of schools lack nursing support and about 40 percent of nurses serve three or more buildings, findings which were more prevalent in rural than urban school districts (Willgerodt, Brock, & Maughan, [2018](#wmh3365-bib-0049){ref-type="ref"}). In addition, there are 2,584 school‐based health clinics, which in 2016--17, served 10,629 schools and over 6.3 million students in 48 states; Washington, DC; and Puerto Rico---more than twice the number of centers in 1998 (1,135; Love, Schlitt, Soleimanpour, Panchal, & Behr, [2019](#wmh3365-bib-0028){ref-type="ref"}). These centers improve access, care continuity, and coordination among primary care, mental health, dental, and other health‐care services. They are located predominantly in schools with comparatively high proportions of Black and Hispanic students and students eligible for free or reduced‐price lunch.

Starting at a young age, children have multiple mental health needs that are directly addressed by school‐based services. Over 17 percent of children ages 2--8 years have a diagnosed mental, behavioral, or developmental disorder, and these rates are higher for children living below the poverty level (Cree et al., [2018](#wmh3365-bib-0013){ref-type="ref"}). While behavioral problems are more common among children ages 6--11 years, diagnoses of anxiety and depression increase as children enter adolescence (Ghandour et al., [2018](#wmh3365-bib-0022){ref-type="ref"}). School psychologists and school counselors provide critical mental health supports to children and youth in school settings. Schools are one of the most important institutions that address children\'s mental health needs, and in some areas, such as rural regions, schools are the only venue where children\'s mental health services are offered (National Association of School Psychologists, [2016](#wmh3365-bib-0031){ref-type="ref"}). Schools provide a continuum of vital mental health services to children and youth in the United States, including prevention and intervention for all students, and early identification and targeted or intensive interventions to at‐risk students and students with severe and chronic mental health difficulties (National Association of School Psychologists, [2016](#wmh3365-bib-0031){ref-type="ref"}).

In 2017, more than 12.5 million children, or 17 percent of all children in the United States, lived in food insecure households (Federal Interagency Forum on Child and Family Statistics, [2019](#wmh3365-bib-0018){ref-type="ref"}). Schools help to address the problem of childhood hunger and food insecurity. In 2018, schools served 20.2 million free school lunches and 1.8 million reduced‐price lunches per day as well as 14.7 million breakfasts per day (School Nutrition Association, n.d.). In 2016, Hispanic and Black students (45 and 44 percent, respectively) were much more likely than Asian and White students (14 and 8 percent) to attend schools in which more than 75 percent of students were eligible for free or reduced‐price lunch under the National School Lunch Program (McFarland et al., [2019](#wmh3365-bib-0029){ref-type="ref"}).

In 2018, 18.1 percent of American children and adolescents ages 2--19 could be categorized as obese (National Center for Health Statistics, [2019](#wmh3365-bib-0034){ref-type="ref"}). There is an inverse relationship between obesity and income and a higher prevalence among Black and Hispanic youth (Rogers, Eagle, Sheetz, Woodward, & Leibowitz, [2015](#wmh3365-bib-0038){ref-type="ref"}). Schools play an important role in promoting physical activity and healthful eating in children. Students who participate in both the School Breakfast Program and National School Lunch Program consume up to half of their daily caloric intake in school (Story, [2009](#wmh3365-bib-0044){ref-type="ref"}). School districts thus contribute in essential ways to nourishing low‐income children, in addition to implementing federal and state regulations limiting the availability of high sugar and high fat foods and beverages for all children in school (Cohen & Schwartz, [2020](#wmh3365-bib-0009){ref-type="ref"}). Schools also provide safe and supervised opportunities for physical activity through recess, physical education, active motor breaks, before/after school programs, and sports (Institute of Medicine, [2013](#wmh3365-bib-0024){ref-type="ref"}).

Nationally, more than 1.5 million public school students were homeless during 2017--18, up 15 percent from the previous academic year (National Center for Homeless Children and Youth, [2020](#wmh3365-bib-0035){ref-type="ref"}). Moreover, 9 percent of homeless children were "unaccompanied" by a parent or guardian while 7 percent of homeless children were "unsheltered"---that is, staying in cars, abandoned buildings, or substandard housing. Federal law requires school districts to treat homeless students equitably; they also play a critical role in identifying and linking homeless children to services and supports, as they do with children suffering maltreatment (i.e., physical, sexual, and psychological abuse and neglect; Crosson‐Tower, [2003](#wmh3365-bib-0011){ref-type="ref"}). In 2017, 9.1 per 1,000 children experienced maltreatment (Federal Interagency Forum on Child and Family Statistics, [2019](#wmh3365-bib-0018){ref-type="ref"}); the most frequent source of child abuse and neglect reporting is from education personnel (U.S. Department of Health and Human Services, [2020](#wmh3365-bib-0047){ref-type="ref"}).

The Impact of COVID‐19 on Children\'s Well‐Being {#wmh3365-sec-0030}
================================================

During this period of school closure, children and adults throughout the United States are experiencing prolonged and collective stress related to myriad societal changes and family events. Salient stressors include the death and illness of family members; social distancing from friends, extended family, teachers, and colleagues; exposure to frightening news information; parental job stress and job loss; and parents being forced into the role of educators while either working from home or providing essential services in the community. Students' health and mental health needs are going to be even more acute in the wake of the pandemic given the social, emotional, and economic stresses that are proceeding concomitantly and are likely to persist for some period of time once the crisis has been resolved.

The widespread stress imposed by school closures resulting from COVID‐19 will differentially impact subgroups of children in negative ways. These new COVID‐19 stresses compound existing stressors deriving from family and neighborhood circumstances that already contribute to disparities among low‐income Americans and some racial and ethnic minority groups, including Blacks, Hispanics, and Native Americans. Prior to COVID‐19, schools serving large numbers of children from economically disadvantaged neighborhoods already had fewer resources (i.e., human, material, and curricular) to meet children\'s needs (Owens, Reardon, & Jencks, [2016](#wmh3365-bib-0036){ref-type="ref"}). In this period of school closures, examples of resource limitations disproportionately impacting vulnerable children include students with limited access to technology, including laptops, broadband internet, and data plans; students whose parents/caregivers have limited English language proficiency; and students whose parents/caregivers are less engaged or available to assist with remote learning. In addition, recent data show that Blacks and Native Americans are contracting and dying of COVID‐19 at disproportionately higher rates than other Americans (Johnson & Buford, [2020](#wmh3365-bib-0025){ref-type="ref"}; Stafford, Hoyer, & Morrison, [2020](#wmh3365-bib-0043){ref-type="ref"}), in part due to higher prevalence of comorbid health conditions such as diabetes, heart disease, and asthma. Therefore, COVID‐19 may pose a larger burden on some racial and ethnic minority groups and individuals from economically disadvantaged communities.

Children who are most vulnerable to school closures include children who rely on school‐based health and mental health care, children from households that are food insecure and children who are obese, children who are at risk of abuse and neglect at home, and children who are homeless. During this period of school closure, school districts are doing their best in these difficult circumstances to continue to meet the nonacademic needs of students, but their ability to do so is obviously limited.

Children who receive health care from school nurses or through school‐based health centers will experience disruptions in their access to care. The same is true for students who receive school‐based mental health services. Once schools close, school nurses are generally unavailable to students, though they may provide families with information and stay connected with students with health conditions; reports indicate that many are volunteering with local hospitals and health boards, conducting testing, contact tracing, and direct care (Yates, [2020](#wmh3365-bib-0050){ref-type="ref"}). In some cases, school‐based health centers can coordinate alternative provider locations where students can continue to receive care or use telemedicine to deliver health and mental health services, including answering nonurgent questions, refilling prescriptions, conducting psychiatric appointments, and providing psychotherapy (Anderson & Caseman, [2020](#wmh3365-bib-0003){ref-type="ref"}; Denver Health, [2020](#wmh3365-bib-0015){ref-type="ref"}). School psychologists, school counselors, and school social workers can use this technology as well; however, the extent to which this is occurring is unclear. Still, professional associations are issuing resources and guidance on best practices for the provision of school‐based mental health services during COVID‐19, including telehealth (e.g., National Association of School Psychologists, [2020](#wmh3365-bib-0032){ref-type="ref"}).

Given what we know about the trajectory of children\'s summer weight gain compared with weight gain during the school year (Weaver, Beets, & Brazendale, [2018](#wmh3365-bib-0048){ref-type="ref"}), children may be at added risk for unhealthy weight gain during the extended school closure because of the lack of structure at home, lack of physical activity, and easy access to snacks. Moreover, unhealthy weight gain may differentially impact food insecure children compared with their food secure peers (Lee, Kubik, & Fulkerson, [2019](#wmh3365-bib-0027){ref-type="ref"}). Recognizing the persistent problem of food insecurity in students' homes, school districts have established food distribution sites, whereby families can pick up meals. Some states have obtained permission from the United States Department of Agriculture to allow them to provide food for all children under 18 years, not just those who previously qualified for free meals (Action for Healthy Kids, [2020](#wmh3365-bib-0002){ref-type="ref"}). These school district efforts may help to mitigate the effects of food insecurity on children during the period of school closure; however, they are unlikely to reach everyone in need. Furthermore, the closing of large segments of the economy has resulted in widespread job loss, increasing the need for food assistance as reflected in increasing demand for food from local pantries (Schwab, [2020](#wmh3365-bib-0040){ref-type="ref"}).

The levels of domestic violence and child abuse and neglect are likely rising during COVID‐19 school closures (Abramson, [2020](#wmh3365-bib-0001){ref-type="ref"}). During this period of high stress, children are home with their primary caregivers nearly all the time. In addition to myriad stresses on parents/caregivers, including loss of control, job insecurity and job loss, and job stress related to being an essential worker, parents are being asked by school districts to take on the role of educators, facilitating instruction that is assigned by teachers. Given the parameters of social distancing, parents are not able to share their childrearing responsibilities with caregivers they previously relied on, including teachers, day care providers, extended family, and babysitters. At the same time, mandated reporters such as school personnel are unable to identify and report signs of abuse and neglect, nor are they able to identify, monitor, and connect homeless youth to necessary services and supports. Furthermore, the number of homeless students is likely to increase in the wake of the pandemic as a result of the economic fallout, which furthers the importance of schools to serve and accommodate larger numbers of homeless children. Together, these factors will likely result in more children returning to school requiring school‐based mental health and social service providers to address their social, emotional, and behavioral needs.

A Window of Opportunity to Improve Nonacademic Supports in Schools {#wmh3365-sec-0040}
==================================================================

Due to prolonged stress during the period of school closures, we expect that students will return to school with more barriers to learning than before COVID‐19. The COVID‐19 pandemic is shining a spotlight on how important schools are for meeting children\'s nonacademic needs and the importance of appropriate funding for these services in the wake of this pandemic and on an ongoing basis during regular times. This recognition creates a window of opportunity for programmatic and policy changes (Kingdon, [2010](#wmh3365-bib-0026){ref-type="ref"}) to implement solutions to better help students in need of nonacademic services and supports, especially disadvantaged youth.

Expanding participation in free meals among children from low‐income families is a policy lever to address food insecurity and obesity. As part of the Healthy, Hunger‐Free Kids Act of 2010, states were allowed to directly certify students in the National School Lunch Program through participation in the Supplemental Nutrition Assistance Program, thus eliminating the barrier that required families to complete an additional application for free school meals. In 2016--17, 92 percent of eligible students in the United States were directly certified, up from 87 percent in 2013--14 (U.S. Department of Agriculture, [2018](#wmh3365-bib-0045){ref-type="ref"}). Despite this progress, cross‐state variation remains with direct certification rates ranging from 74 to 100 percent. The decentralized linkage processes in some states likely result in comparable within‐state variation as well. Opportunities therefore exist for states to better identify and link eligible students for subsidized school meals through existing data sources. The Healthy Hunger‐Free Kids Act also permits the country\'s highest poverty schools and districts to provide universal free meals for students (U.S. Department of Agriculture, [2019](#wmh3365-bib-0046){ref-type="ref"}). With economic instability and job loss at historic levels due to COVID‐19, the need to fund free school meals will increase.

In addition to funding meals for all students, creating standards around the length of the lunch period (i.e., 30 minutes) would allow children to have more time to get their meal, sit down, and ultimately eat more food at lunch (Cohen et al., [2016](#wmh3365-bib-0010){ref-type="ref"}). Collaborating with professional chefs and expanding the use of locally sourced ingredients through Farm to School initiatives can help inspire new menu options while improving the appeal of school meals. Enforcement of competitive food and beverage regulations would reduce the availability of high fat and high sugar foods in schools that contribute to obesity. It will be tempting for school districts to further squeeze the already limited availability of physical activity opportunities in light of the academic regression expected subsequent to COVID‐19. Retaining and even expanding physical education, recess, and other motor breaks will be critical in helping students to pay attention, behave in the classroom, learn, and achieve healthy weight (e.g., Hillman, Erickson, & Kramer, [2008](#wmh3365-bib-0023){ref-type="ref"}).

When children return to school, the need for school‐based health and mental health professionals will be even greater than before COVID‐19. In order for schools to address students' health and mental health challenges upon school reentry they will need to employ enough staff to meet students' needs. School‐based health centers serve a limited number of school districts nationwide. This lack of coverage is compounded by personnel shortages in school nurses, as described previously, and mental health personnel. In 2014--15, for example, the ratio of students to school psychologists in the United States was estimated to be 1,381 to 1; far exceeding the recommended ratio of 500 to 700 students to 1 school psychologist (National Association of School Psychologists, [2017](#wmh3365-bib-0051){ref-type="ref"}). School psychologists, counselors, and social workers provide mental health supports to students who have endured traumatic experiences, including maltreatment and neglect, and children who are homeless. Upon school reentry, it will be important for school mental health providers to collaborate with teachers and other school staff to engage in a range of services including first, identifying students in need of support, and second, providing counseling and collaborating with community‐based providers to coordinate appropriate services. The widespread use of telehealth services during the pandemic should facilitate the routine use of telemedicine as another way of connecting with and providing health and mental health services to children now that the requisite privacy, reimbursement, and licensure issues have been further established. The use of telehealth services should prove particularly important for reaching students in less resourced rural communities. For many communities; however, a prerequisite will be the expansion of broadband Internet technology, without which telehealth is not feasible.

Conclusion {#wmh3365-sec-0050}
==========

Historically, schools have provided important nonacademic services and supports that reduce barriers to learning. The prolonged school closures due to COVID‐19 have upended life for millions of families, including the withdrawal of this critical assistance. In their absence, COVID‐19 has thus shined a spotlight on the importance of nonacademic services and supports for children\'s well‐being. Because of the prolonged psychosocial and economic stresses endured by children and families resulting from COVID‐19, students will return to school with even greater needs than before. It is incumbent on state and federal policymakers and local government to provide schools with the tools and resources needed, both to meet this forthcoming challenge and to better care for America\'s youth in the years ahead.
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